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Background:  We report the case of a 51 year-old male patient who was admitted to our hospital with sudden onset of typical anginal chest pain. 
Due to ST-segment elevations in the lateral precordial leads in a 12-lead surface ECG he was directly transported to the catheterization unit in our 
hospital. Myocardial infarction was confirmed by an increase in cardiac enzymes. Surprisingly, the cardiac catheterization directly after admission 
showed normal epicardial coronary arteries. A subsequently performed transthoracic echocardiogram demonstrated a moderate aortic valve stenosis 
due to a congenital bicuspid aortic valve and a floating mass adhering to the fused right coronary cusp. A 20-mm long adherent mass was floating 
into the aortic root, regularly intubating and closing the ostium of the right coronary artery.
Results: The Patient was operated on the day after, the bicuspid valve was removed and a mechanical aortic valve implanted (SJM 23mm).The 
floating mass was initially suspected to be a fibroelastoma, but no elastic filaments were detectable in microscopic examination. It was classified as 
an unspecific degenerative adhesion at the edge of the degenerative aortic valve.
Conclusions: Establishing the correct diagnosis in a patient with ST-segment elevation myocardial infarction and normal coronary arteries is still 
challenging. Multiple conditions can cause myocardial enzyme elevation, such as myocarditis, Tako Tsubo syndrome, blunt chest trauma, coronary 
embolisation or coronary spasm. Given that the patient was admitted directly in the cath lab 30minutes after first symptoms and no embolus was 
obvious in the coronary angiography, makes coronary embolisation unlikely. Coronary spasm cannot be ruled out as a differential diagnosis, but 
there was no evidence for coronary spasm when intubating the coronary ostia and applicating contrast medium.We therefore have to assume that 
an intermittent occlusion of the right coronary ostium caused the myocardial infarction. To the best of our knowledge, this is the first case of an 
echocardiographically documented floating degeneration on a bicuspid valve causing an occlusive ST-segment elevation infarction.
